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INTENSIVE CARE PHYSIOTHERAPY —
MEDICAL STAFF PERCEPTIONS
Alice Yee-Men Jones, PhD, FACP, MSc, MPhil, Cert PT
Abstract: A questionnaire was sent to directors of intensive care units (ICUs) in the United Kingdom, Australia,
Canada, South Africa and Hong Kong, to gather regional perceptions of each ICU’s physiotherapy service. A
second questionnaire was sent to the ICU physiotherapist-in-charge to profile their experience and any
demarcation disputes. Fifty-four of 101 ICU directors and 100% of the physiotherapists returned a completed
questionnaire. While 79% of the directors rated the service provided by their physiotherapists as either
‘outstanding’ or ‘very good’, nearly 60% of them also considered that the physiotherapist’s work could be
performed by other disciplines. It is suggested that ICU physiotherapists broaden their research base to promote
evidence-based practice, and develop a precise marketing strategy to preserve customer (ICU director) reliance
on their product and to maintain ‘market share’, especially where ‘doctor-referrals’ impacts on their practice.
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Introduction
Intensive care units (ICUs) have been criticized for being
among the most expensive areas of hospital activity; yet,
their efficacy, with regard to outcome measures (such as
mortality and length of stay), remains unproven [1, 2].
As pressure on limited health care resources increases,
each discipline that serves the intensive care environ-
ment will be required to prove their efficiency and
quality of service. Physiotherapy is no exception. In
some countries where physiotherapists to the ICU re-
quire medical referral, the recent economic slump has
resulted in a phenomenon called ‘no referral for
physiotherapy’. This ‘operations stratagem’ was admin-
istratively justified on the basis that there was insuffi-
cient scientific evidence to prove that ICU physiotherapy
was effective. This criticism may in part be legitimate,
but the situation is made worse by medical intensivist
misconceptions of the role of the ICU physiotherapist.
A useful analogy can be drawn to product marketing
when considering the physiotherapist profile in the ICU.
Customer perception of a product is an important assess-
ment tool in maintaining market share over the long
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term [3]. To each physiotherapist, their most important
customer is the patient. However, the customers who are
actually ‘buying’ a ‘physiotherapy service’ are the ‘refer-
ring’ ICU directors. This article reports a survey of some
of the perceptions that are held by ICU directors of their
ICU physiotherapy service.
Methodology
Two questionnaires incorporating both open-ended and
multiple-answer questions were posted separately to the
physiotherapists-in-charge and the directors of selected
ICUs in Australia, the United Kingdom, South Africa,
Canada and Hong Kong. The intention was to include as
many large public and teaching hospitals with ICU
facilities as possible in each country. Convenience sam-
pling was adopted. Thirty-three Australian hospitals
were selected randomly from a list of Australian public
hospitals in capital cities with intensive care facilities;
twenty-six United Kingdom hospitals with intensive
care facilities in cities with a recognized physiotherapy
training school were selected randomly from a list pro-
vided by the Chartered Society of Physiotherapy. In an
attempt to obtain a list of major hospitals from Canada
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and South Africa, both the Canadian and South African
Consulates were approached. The author was referred to
the Canadian Critical Care Society (CCCS) by the Cana-
dian Consulate, who also agreed to forward a limited
number of questionnaires (22 only) to major Canadian
hospitals with intensive care facilities recognized by the
CCCS on an anonymous basis. The South African Con-
sulate was unable to assist and therefore, seven South
African hospitals were approached by way of the au-
thor’s personal contacts. For Hong Kong, all major
hospitals with intensive care facilities managed by the
Hong Kong Hospital Authority were included in the
sample collection. In total, 101 hospitals were approached.
Questionnaires were sent to both the physiotherapist-
in-charge and the ICU director at each hospital.
Informed consent was not sought from the hospitals
or ICUs, but the purpose of the survey was explained in
a letter accompanying the questionnaire. It also gave an
undertaking to keep the name of the hospital/ICU con-
fidential and that collected data would only be used for
the current survey. Self-addressed reply envelopes were
not provided because there was no appropriate system
for international prepaid replies. Financial constraints
did not allow for follow-up reminders, but all ICUs were
sent a letter of thanks with a brief report of the prelimi-
nary survey findings after completion of data analysis.
The questionnaires
The director’s questionnaire consisted of 10 questions
relating to the nature of the unit: whether the director
was satisfied with the hours of service provided by their
physiotherapy team; how they assessed their physi-
otherapy service and what they considered was the most
important feature of that assessment; their perceived
role of the ICU physiotherapist and whether the physi-
otherapist’s work could be absorbed by another discipline;
and how their ICU physiotherapy service could be im-
proved (Appendix).
The physiotherapist-in-charge questionnaire specifi-
cally sought details of their qualifications and experience,
involvement of the ICU physiotherapy team in research,
in-service education and undergraduate teaching, serv-
ice evaluation procedures, and the existence of any job
description overlap with other ICU disciplines.
Returned questionnaires were subjected to frequency
descriptive statistical analysis (SPSS for Windows, re-
lease 9.0.0). Categorical analysis was used for open-
ended questions.
Results
Approximately 60% of all returned, completed ques-
tionnaires were from adult ICUs, 10% from paediatric,
5% from neonatal and 25% from mixed age categories.
Sixty-five percent of ICUs accepted both medical and
surgical cases from all medical disciplines, and the re-
mainder were specifically surgical, neurological, cardiac
or traumatology units. The response rate by country to
the ICU director’s questionnaire is illustrated in Table 1.
The overall response rate from all countries was approxi-
mately 54%. Only 12 of the 54 directors (22%) who
responded considered the hours of service provided by
their physiotherapists as inadequate. The open-ended
response varied from a director being unaware of the
actual working hours of their ICU physiotherapy service,
to the actual hours of service being unimportant pro-
vided that a physiotherapy service was available.
About one third (33%) of the 54 directors considered
the service provided by their physiotherapists as
outstanding, 46 per cent as very good, 17% as satisfac-
tory and 4% had no complaints. Compared to other
countries, there were more directors in the UK and
Canada who considered that the physiotherapy care
provided in their units was outstanding. Figure 1 illus-
trates this grading by country. Ninety-three percent of
directors based this performance grading on the dedica-
tion and involvement of physiotherapists in patient
management, but 70% also considered that a physi-
otherapist’s understanding of the patient’s condition
was an important factor. A further 50% indicated that a
patient’s response to physiotherapy treatment and com-
munication with the physiotherapist were important
considerations. Although 13% considered cost-effec-
tiveness as a factor, no director provided a formula by
which cost-effectiveness could be calculated. Only in
Canada did a physiotherapist’s involvement in research
have a significant influence on the director’s grading
(Figure 2). When asked to nominate the single most
important attribute considered when assessing
performance, 48% of directors cited the physiothera-
pist’s dedication and involvement in patient
management, while 28% considered the patient’s re-
sponse to physiotherapy treatment to be most important,
and 11% singled out the physiotherapist’s understand-
ing of their patient’s condition.
Nearly all respondent directors (98%) agreed that
secretion mobilisation was an important role of the
Table 1. The response rate by ICU directors to the questionnaire, by country
Country U.K. Australia Canada South Africa Hong Kong Total
Copies sent 26 33 22 7 13 101
Copies returned 14 20 8 6 6 54
Response rate (%) 53.8 60.6 36.4 85.7 46.2 53.5
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physiotherapist in an ICU, but only 50% considered
increasing ventilation or maintaining exercise tolerance
as important facets of ICU physiotherapy care. Provision
of psychological support by the physiotherapist was
considered to be important by 43% of directors, but less
than a third considered that the physiotherapist had a
role in decreasing work of breathing (30%) and pain
(17%) (Figure 3). Several directors considered that
developmental training in neonates, mobilisation, and
maintenance of joint range and muscle power were
important components of physiotherapy care.
Nearly 60% of ICU directors agreed that certain
aspects of the physiotherapist’s work could be covered
by other disciplines. When asked to nominate the spe-
cific facets of physiotherapy care that could be appropri-
ately assumed by another discipline, 29% of directors
nominated the nursing staff as being capable of mobilis-
ing secretions. Two Canadian directors suggested that
secretion mobilisation could be performed by a respira-
tory therapist and patient mobilisation by an occupa-
tional therapist.
Forty-three percent of directors thought that more
staff could improve their physiotherapy service, and
42% suggested that physiotherapists should show evi-
Figure 1. ICU director grading of their physiotherapy service, by country.
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Figure 2: Attributes considered desirable by the sampled ICU directors.
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dence to support their practice.
The overall response rate from physiotherapists-in-
charge was over 100% because in some countries, more
than one questionnaire was returned from a hospital.
Half of the physiotherapists-in-charge had post-gradu-
ate qualifications and, other than in Hong Kong, more
than 10 years of clinical experience (Table 2). Apart from
one South African unit, all ICU physiotherapists claimed
to participate in some form of evaluation of their service.
Forty percent of respondents indicated the existence of
a job demarcation dispute with other ICU disciplines.
Discussion
Should the worldwide trend of ‘purchasing health serv-
ices’ continue, some understanding of the perception of
physiotherapy by intensivists will be essential, for the
same reasons that market analysts deem it important to
know about customer perceptions of a product [3].
Doctor-referral is still a common practice in many ICUs,
particularly in Hong Kong. Human interaction and com-
munication is considered to be an essential quality of
physiotherapy care, but this survey revealed that only
43% of the sampled ICU directors considered the provi-
sion of psychological support to the patient as an impor-
tant role for the physiotherapist. These data suggest that
there is a need to further highlight these attributes to our
intensivists.
Whereas developing a research culture and infra-
structure may be the initial step that can be taken to
confirm the physiotherapist’s credibility in the ICU team,
physiotherapists should also develop tools to appropri-
ately market the clinical services that they currently
provide.  There is also a need for the physiotherapist to
promote the broad nature of their ICU role and to
demonstrate their effectiveness in many different facets
of care. The physiotherapist’s knowledge of anatomy,
respiratory and muscle physiology, biomechanics and
body movement science, together with their training in
psychology, should make physiotherapy a particularly
appropriate discipline for rehabilitating and motivating
patients. Clinical practice itself is complex and multi-
faceted, and singular scientific analysis is not always
appropriate [4]. There are ‘soft data’, such as intuition,
patient motivation and social values [5], which influ-
ence the outcome following physiotherapy. In the ICU
environment, physiotherapists must show that they are
capable of adapting to the temporal requirements of the
disease process, combining clinical experience and ex-
pertise with published data, and thereby demonstrate to
their director (or ‘customer’) that they are an indispen-
sable member of the ICU team.
As pressure on economic resources increases, it will
become imperative for physiotherapists to establish con-
crete evidence of their service efficacy [6]. This survey
showed that almost half of the physiotherapy respond-
ents participated in ICU clinical research, suggesting that
physiotherapists recognize the need to scientifically evalu-
ate evidence of treatment efficacy and that research is
one component of professional development. Recent
work in cardio-respiratory physiotherapy has been sci-
entifically based and confined to an appropriate patient
cohort [7–9]. Interestingly, only half of the ICU director
Figure 3: ICU director ranking of six facets of physiotherapy care, by importance.
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respondents measured physiotherapy performance by
reference to their patients’ response to physiotherapy
treatment, while over 90% considered ‘enthusiasm and
dedication’ as being important criteria for assessment of
their physiotherapy service.
Nearly all the directors surveyed regarded secretion
removal as the physiotherapist’s main ICU role. These
perceptions may have arisen partly because many of the
early studies of the efficacy of secretion removal tech-
niques were conducted on heterogeneous patient co-
horts [10–13]. However, because most broncho-hy-
giene physical therapy studies used ‘routine’ techniques,
there is insufficient evidence from proper randomised
controlled trials to allow firm conclusions to be drawn.
Thus, the Cochrane Airways Group concluded that,
“there was insufficient evidence to support or refute adminis-
tration of bronchopulmonary hygiene physical therapy to pa-
tients with acute and stable COPD, chronic bronchitis or bron-
chiectasis” [14].
There is a paucity of published physiotherapy re-
search specifically related to intensive care. An internet-
based analysis of physiotherapy publications related to
intensive care revealed only six randomised controlled
trials (RCT) between 1989 and 1999 [15]. Most clinical
physiotherapy trials provided only ‘Class III’ evidence of
effectiveness [16]. Be that as it may, the number of
physiotherapy-related reports has more than quadru-
pled over the last 5 years, underscoring the recognition
by physiotherapists of the need to establish robust evi-
dence of treatment efficacy.
Sixty percent of the directors who responded to the
survey considered that the physiotherapists’ work could
be covered by other disciplines, principally the ICU
nursing staff in the role of secretion mobilisation.
Unfortunately, the questionnaire did not determine the
directors’ preference in this regard, nor did it define the
word ‘covered’, which may have been interpreted to
mean ‘provide after-hours assistance’ for non-critical
cases. Nearly half of the respondent directors considered
that improving or maintaining a patient’s exercise toler-
ance and increasing a patient’s ventilation were impor-
tant ICU physiotherapist roles. These findings reaffirm
the need for physiotherapists to provide hard data that
support the contention that they are the most appropri-
ate people to perform these tasks.
Health care professions have a duty to provide pa-
tients with the best possible treatment [17], and this
includes educating those to whom the ‘physiotherapy
baton’ will be passed (trainee ICU physiotherapists), as
well as implementing appropriate quality assurance
procedures. This survey showed that except in Hong
Kong, more than 90% of the physiotherapy units partici-
pated in undergraduate teaching. Many hospitals sur-
veyed were large, teaching hospitals, resulting in a bias
toward positive responses to the question investigating
participation in undergraduate teaching. However, the
percentage of ICUs participating in undergraduate teach-
ing was the lowest in Hong Kong. Coincidentally, Hong
Kong was the only city where physiotherapists-in-charge
had less than 10 years of post-graduate experience.
Table 2:  Collated responses by physiotherapists-in-charge to the questionnaire, by country
U.K. Australia Canada South Africa Hong Kong
n n n n n
Response by country 25 36 13 8 21
Response rate (%) 96 109 59 114 160
Postgraduate degree 13 19 2 1 5
Average years of experience (yr) 14 11 12 18 3
Provision of in-service education 24 29 3 3 6
Participation in ICU clinical research 10 18 9 0 5
Participation in undergraduate teaching 24 34 13 8 10
Service evaluation by:
  Patient’s response to each treatment 19 31 6 7 13
  Number of treatments 7 10 3 – 18
  Funding attracted to the department 1 2 1 – –
  Complaint rate from other disciplines 4 10 1 – 3
  Intra-discipline discussion – 2 2 – –
  Inter-discipline discussion – 3 – – –
  Questionnaire 1 1 – – –
Demarcation disputes with:
  Nursing staff 7 14 4 5 2
  Occupational therapists – – 3 – 1
  Respiratory therapists – – 2 – –
  Anaesthetists – – – – 1
  All of the above – 1 1 – –
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Nearly all units in the United Kingdom and Australia
appear to fully appreciate the value of providing struc-
tured in-service training, whereas only 30% of units in
the other countries surveyed participated in the educa-
tion of their colleagues. This could be related to a heavy
clinical load that does not permit sufficient time for such
activities. This survey did not investigate the manpower
status in physiotherapy departments.
All except one South African unit claimed to use
some form of quality assurance programme. Assessment
instruments varied from informal reviews to structured
questionnaires, but in a third of all ICUs (88% in Hong
Kong), data was quantitative (number of treatments
delivered) with no qualitative auditing. There appears to
be an urgent need to measure, document and analyse
patient responses to treatment, and to communicate the
quality of their care to ICU directors.
Forty percent of the physiotherapists surveyed sensed
merging professional boundaries and a risk that ICU
directors would consider that physiotherapy could be
absorbed by other disciplines. It has been suggested that
the multidisciplinary approach of care, in which each
member from a variety of disciplines focuses on a specific
approach that is unique to their respective disciplines, is
appropriate when a patient is very ill and requires special
care [18]. This appears to be logical in the ICU
environment. However, when a technique, such as
suctioning or postural drainage, is employed by disci-
plines other than physiotherapists, the management
becomes ‘transdisciplinary’ (in which “one team mem-
ber serves as a primary provider with other members
contributing information and advice” towards patient
management [18]). The problem or threat of “the physi-
otherapy discipline being absorbed” arises when the
primary provider is not the physiotherapist. Therefore,
physiotherapists must adopt marketing strategies that
seek to maintain a high level of customer satisfaction to
retain their current referral rates, and to ensure that ICU
directors understand and appreciate their skills and
potential for development within the intensive care
environment.
This survey revealed that, when compared to Aus-
tralia and the United Kingdom (two countries with a
similar physiotherapy curriculum to Hong Kong), Hong
Kong physiotherapists have the least involvement in
ICU clinical research, undergraduate teaching and pro-
vision of in-service education. In addition, a significant
component of service evaluation was by ‘number of
treatments’ provided. It would not be appropriate to
relate these findings to the lower percentage of Hong
Kong physiotherapy service being rated as ‘outstanding’
by their directors. Although over 65% of Hong Kong ICU
directors rated the physiotherapy service in their unit as
‘very good’, Hong Kong physiotherapists should perhaps
work towards a 100% rating of ‘outstanding’ from these
directors. Questionnaires were sent to 13 ICUs in Hong
Kong but only six returned. It is unknown how the
directors from the other seven ICUs rate their physi-
otherapy service.
It is time for Hong Kong physiotherapists to take
positive action and provide evidence to demonstrate the
quality rather than the quantity of their work. Apart
from good communication skills, we can also contribute
significantly to the improvement of patients’ lung volume,
ventilation and functional capacity. This requires clear
and specific documentation and treatment programmes
that are tailored for individual patients.
For other members of the ICU team to recognize the
physiotherapist’s experience and expertise takes time,
and the status of a discipline cannot be built in one day.
Experienced clinical physiotherapists will be required to
orchestrate research activities, in-service education and
undergraduate teaching. There remains a huge potential
for research into the effects of physiotherapy techniques
on respiratory mechanics in artificially ventilated patients,
involvement of physiotherapy in the ‘weaning’ process
and early cardiopulmonary rehabilitation in the ICU.
Limitations of the study
This survey was not intended to be a scientific evaluation
of the current status of ICU physiotherapy but rather an
appraisal or commentary on international perceptions of
the physiotherapy discipline by ICU directors, and nei-
ther internal nor external validation of the question-
naires were scientifically established. Be that as it may,
gleaning a population’s perceptions must have some
validity. Prior to worldwide distribution, preliminary
questionnaires were modified after being sent to the
physiotherapists-in-charge and directors of two Hong
Kong ICUs for comment.
There will be biased inferences drawn from a cohort
of concerned respondents because 100% completion
compliance with this form of questionnaire cannot be
enforced. The response rate of 54% suggests that new
strategies should be developed to raise the profile of ICU
physiotherapy in the eyes of the non-respondent
directors.
Conclusion
This preliminary survey demonstrates that physiotherapy
has broad support from most directors, but that there still
exists a need for physiotherapists to market their skills to
those who often make strategic fiscal decisions. Dedica-
tion and enthusiasm were considered to be important
elements of physiotherapy care by the ICU directors who
responded to the survey, but perhaps it is the directors
who did not respond to the questionnaire who could be
more fruitfully ‘targeted’. Physiotherapists must con-
tinue to participate in scientific research and produce
evidence to demonstrate efficacy of their treatment
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techniques. That is not to say that ‘soft data’ such as
experience, patient motivation, intuition and social val-
ues should be disregarded, but what is now required is
a forceful, product development programme (research)
and a concurrent, effective marketing exercise to ensure
that our present merchandise is placed prominently and
in the best light, so that ICU directors will perceive that
physiotherapy care is indispensable. While significant
efforts may be devoted to developing the evidence base
on which we practice, it will all amount to naught if we
are unable to maintain market share and profile. A
strategy must be developed to market physiotherapy as
an essential and beneficial service to those referring to
physiotherapy services.
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Appendix
Country: _________________________
Please tick the most appropriate answer.
1. ICU category:
■ Adult ■ Paediatric ■ Neonate
■ Mixed ■ Surgical ■ Traumatology
■ Neurological ■ Cardiac ■ Medical
■ Other (please specify) __________________________
2. What are the working hours for the physiotherapy service in your unit?
■ 5 days / week (day-time cover) only
■ 7 days / week (day-time cover) only
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■ Day-time cover + evening shift until ______ PM
■ Day-time cover + evening shift + on-call after midnight
■ No evening shift but 24 hour on-call service
■ Other (please specify) __________________________
■ I don’t know
3. Do you consider the above hours of service satisfactory?
■ Yes ■ No, not adequate ■ Too much ■ Doesn’t matter, I am happy the service is
available.
4. How would you grade the service of your physiotherapy team?
■ Outstanding ■ Very good ■ Satisfactory ■ No complaints ■ Not competent
5. What did you base your answer to question 4 on? (you can tick more than one answer)
a. Physiotherapist’s understanding of the patient’s condition
b. Physiotherapist’s dedication and involvement in patient management
c. Physiotherapist’s involvement in your research
d. Patient’s response to physiotherapy treatment
e. Effectiveness of communication with the physiotherapists
f. Cost-effectiveness of the physiotherapy service
— do you have a formula for this?
■ Yes (please give a brief description) ■ No
6. Which of the above do you consider to be most important in the assessment of the performance of the physi-
otherapy service?
a. ■ b. ■ c. ■ d. ■ e. ■ f. ■
7. Which of the following would you consider as an important role of the physiotherapist in the management of an
ICU patient? (you may tick more than one answer)
■ Decrease work of breathing
■ Secretion mobilisation
■ Increase ventilation
■ Decrease pain
■ Improve or maintain exercise tolerance
■ Psychological support
■ Developmental training in neonates
■ Other (please specify) ___________________________
8. Do you consider that certain aspects of the physiotherapist's work can be covered by other disciplines?
■ Yes ■ No
9. If the answer to question 8 is Yes, please identify which role can be covered by which discipline. If No, please go
directly to question 10.
_______________________________________________by ____________________________________________
_______________________________________________by ____________________________________________
_______________________________________________by ____________________________________________
_______________________________________________by ____________________________________________
10. In your opinion, how can the physiotherapy service in your unit be improved?
■ More staff
■ Improved expertise
■ A more patient-tailored programme
■ Evidence-based practice
■ Other _________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
